T he Affordable Care Act created a framework for one of the most important changes to the US health care system in history. One of the act's main components is the expansion of Medicaid coverage to include people under age sixty-five with incomes of up to 138 percent of the federal poverty level (in 2013, $15,856 for an individual), beginning in 2014.
Prior to health reform, eligibility for Medicaid was limited to low-income people in certain categories, including children, pregnant women, parents with dependent children, people who qualified as disabled, and elderly adults. The Medicaid expansion in 2014 extends eligibility to low-income, nonelderly, nondisabled adults without dependent children-often called "childless adults"-who were historically excluded from the program.
Although the Affordable Care Act originally expanded Medicaid in all states, the 2012 Supreme Court decision on the act effectively made implementation of the expansion a state option. 1 As of the end of July 2013, twenty-six states had decided to participate in the expansion, thirteen had decided to opt out, and eleven remained undecided or were pursuing alternative models. 2 Coverage for adults who are newly eligible under the Medicaid expansion will be completely federally funded until 2016.
States are considering a wide array of factors as they decide whether or not to implement the expansion, including its impacts on coverage and costs. 2 States may have to ramp up resources to enroll people in Medicaid and will have to pay doi: 10 a small portion of the expenses for newly eligible adults after 2016. 3, 4 At the same time, there are potential advantages for the states to expanding Medicaid. For example, the expansion would provide offsetting savings in spending for services the states would otherwise provide to uninsured people, and building on state-funded efforts with federal dollars would save states and localities billions of dollars. 5 Among other people who could gain coverage under the Affordable Care Act's Medicaid expansion are the estimated 1.2 million people across the country who are homeless in a given year, including roughly 110,000 chronically homeless adults. 6 Given their low incomes, many currently uninsured or underinsured homeless adults will gain from the Medicaid expansion a new pathway to coverage and new health care opportunities. 7, 8 Despite these impending changes and the often complex health conditions and needs of chronically homeless adults, 9, 10 there has been no recent comparison between the chronically homeless adults currently enrolled in Medicaid and those newly eligible for Medicaid under health reform in the states that will implement the expansion.
This study was intended to provide insights into the characteristics and health needs of chronically homeless adults with disabilities who are likely to be eligible for Medicaid following the program's expansion in 2014. Specifically, the study examined the health coverage, sociodemographic characteristics, health status, and health service use of chronically homeless adults with incomes below the threshold in the Medicaid expansion. It also compared those currently enrolled in Medicaid to those who are uninsured, rely solely on state or local assistance, or are covered by other insurance such as Veterans Affairs (VA) health care. The results may inform planning efforts among states that decide to participate in the Medicaid expansion.
Study Data And Methods
Program Description Data were obtained on 725 chronically homeless adults with incomes below the threshold for the Medicaid expansion who participated in the Collaborative Initiative to Help End Chronic Homelessness-an elevensite federally supported housing initiative-from 2004 to 2009. 11 The initiative provided adults who were chronically homeless with permanent housing and supportive primary health care and mental health services. A person who was chronically homeless was defined as "an unaccompanied homeless individual with a disabling condition who has either been continuously homeless for 1 year or more or has had at least four episodes of homelessness in the past 3 years." 11(p2) Sample The program originally enrolled 756 participants, but the analyses in this study were limited to the 725 participants who were under age sixty-five and had a monthly income of less than $1,246-which equates to an annual income of $14,945 for an individual (or 138 percent of the federal poverty level, the eligibility threshold for the Medicaid expansion, in 2009). This study focused on the assessments of the participants at baseline, when they enrolled in the program.
Measures Assessments of participants' sociodemographic chracteristics, health insurance coverage, health status, and health care use were conducted by local clinical staff designated as program evaluation assistants at each of the program's sites. These staff were knowledgeable about Medicaid eligibility rules as well as available state and local assistance programs. They conducted face-to-face interviews with participants using various self-report measures.
Health insurance coverage was assessed by asking participants, "During the past three months, were you covered by any of the following health insurance programs?" and then asking them to respond yes or no to each of the following forms of coverage: Medicaid, Medicare, VA, state or local medical assistance, private insurance, some other health insurance, or no health insurance.
Histories of homelessness were based on participants' reports of the age at which they first became homeless, the total number of years they had been homeless, and the total number of years they had been incarcerated. Participants were also asked how many days in the previous three months they had stayed in their own apartment, room, or house; stayed in an institution (a halfway house, residential program, hospital, or jail or prison); and been homeless (stayed outdoors or in shelters, vehicles, or abandoned buildings).
Health status was assessed with the twelveitem Short-Form Health Survey; 12 a ten-item rating scale for observed psychotic behavior; 13 the mean score of the psychoticism, depression, and anxiety subscales of the Brief Symptom Inventory; 14 and the alcohol and drug subscales of the Addiction Severity Index. 15 Psychiatric diagnoses were based on participants' reports. Medical conditions reported by participants were drawn from a list of twenty-three conditions. 16 To assess health care use, participants were asked detailed questions about the number and type of medical, mental health, and substance abuse treatment visits they had made during the previous three months. Visits were separated into emergency department, inpatient, outpatient medical, outpatient mental health, and outpatient substance abuse visits. Inpatient medical, mental health, and substance abuse visits were combined into a single inpatient category because of the low counts in each individual category.
The number of medical conditions for which participants were treated in the previous three months, out of the conditions on the list 16 that they reported having, was their number of medical conditions treated. Participants reported whether or not they had had one or more preventive procedures from a list of fourteen, had discussed with a physician one or more of four health behaviors (smoking, alcohol consumption, diet, and exercise), and had had one or more of three health tests (HIV/AIDS, hepatitis C, and tuberculosis) in the previous year.
Last, participants were asked to respond yes or no when asked if they had had any trouble paying for health care in the previous three months.
Data Analysis Participants were divided into the following four mutually exclusive groups based on their reported health insurance coverage: those with Medicaid; those with no health insurance; those receiving state or local assistance only; and those with other health insurance, including VA health care. Participants who reported multiple types of coverage were categorized as covered by Medicaid, if they had that coverage; by state or local assistance, if they had that but not Medicaid; and by other health insurance, if they had neither Medicaid nor state or local assistance. The rationale for this categorization was that Medicaid generally offers more comprehensive coverage than state or local assistance, and people with other health insurance may be less likely than others to enroll in Medicaid after the expansion.
Participants in each of the four groups were compared on sociodemographic characteristics, histories of homelessness, health status, and health care use with chi-square tests, analysis of variance, and multinomial logistic regression and analysis of covariance (differences in program site and sociodemographic characteristics were controlled for). Before tests of difference, we conducted a log transformation on dependent variables with non-normal distributions. Post hoc group comparisons were conducted with Fisher's least significant difference test and pairwise chi-square tests. Given the number of comparisons and the inflated probability of type 1 errors (the incorrect rejection of a true null hypothesis), significance was 0.01 for all analyses. The online Appendix provides additional details about the study methods.
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Limitations The study sample came from eleven cities participating in a federally supported housing initiative for chronically homeless adults with disabilities. Thus, it may not be representative of chronically homeless adults without disabilities or of other cities across the country. The data came from the period 2004-09, and conditions and characteristics of homeless populations may have changed since that time.
In interpreting our results, it is important to consider the variation by state in eligibility for Medicaid before the passage of the Affordable Care Act. In all but one of the study states, eligibility for adults was generally very limited. The exception was New York, which expanded coverage to adults with incomes up to the federal poverty level during the study period. All of the states covered adults with disabilities through Medicaid. However, experience suggests that homeless people face serious challenges in qualifying through this pathway because of the difficulty they have in acquiring medical documentation of their disability so that they can qualify for Supplementary Security Income and then Medicaid. 7 The study presents a cross-sectional comparison, so causality and stability of these findings are not conclusive. Nearly all of the measures, including insurance coverage, were based on self-report, and their validity cannot be confirmed. However, there is some evidence that adults with severe mental illnesses are able to accurately and reliably report their health service use, 18 illness history, 19 and health status. 20 
Study Results
Of the sample of 725 chronically homeless adults with incomes below the threshold for the Medicaid expansion, more than three-quarters had some form of insurance. Characteristics And Histories Of Homelessness The sample was racially diverse and consisted mostly of single males in their forties who had less than a high school education and a monthly income of less than $400 (Exhibit 1). On average, these adults first became homeless in their early thirties, had been homeless for more than eight years in their lifetime, and had been homeless for more than fifty days in the previous three-month period.
There were a few significant differences between the chronically homeless adults with Medicaid and those who were uninsured or receiving state or local assistance. Those receiving state or local assistance were younger, were more likely to be white, and had lower incomes than Medicaid enrollees (Exhibit 1). In addition, compared to Medicaid enrollees, those with no insurance were younger, were less likely to be veterans, and had lower incomes. There were no significant differences in homeless histories between those with Medicaid and those who were uninsured or receiving state or local assistance.
Reflecting the fact that most of the people in the "other" insurance group reported having access to VA health care, members of the "other" group were significantly more likely than those in other groups to be veterans (Exhibit 1). They also were generally older, were more likely to be male and white, and had more years of education. With respect to recent homeless history, those with other health insurance had also spent fewer days in their own place in the previous three months than those without health insurance and those on Medicaid.
Health Status And Health Care Use There was a high prevalence of both physical and mental health conditions among the people in the sample (Exhibit 2). Most of the participants reported multiple medical conditions and high rates of psychiatric disorders, particularly substance use disorders. Compared to the national average scores of 50 for both physical and mental health on the twelve-item Short-Form Health Survey 12 -scores that have a standard deviation of 10-the total sample reported worse health. The sample's average score for mental health was 39, which is more than one standard deviation below the national average.
After we controlled for characteristics of the program site and sociodemographic characteristics of the study participants, we found few differences in health status across coverage groups. However, chronically homeless adults with no health insurance were 11-16 percent less likely than those with any coverage to report having schizophrenia. Those with other health insurance-the group containing the largest proportion of veterans-were more likely than the members of any other group to report having post-traumatic stress disorder. There were no other significant differences on health status across groups, including the number of medical conditions. There were differences on some individual medical conditions, as shown in the online Appendix.
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To examine suppression effects, we repeated these analyses without controlling for differences in site and sociodemographic characteristics. We found nearly no differences in health status across groups, except that people with no health insurance had higher physical scores on the Short-Form Health Survey 12 than those with Medicaid and reported fewer medical problems c A log transformation was conducted on these variables before group differences were tested. ***p < 0:01 ****p < 0:001 than those with any coverage. Participants receiving state or local assistance had higher Brief Symptom Inventory scores 14 than members of all other groups, reflecting greater subjective distress.
The total sample reported using a wide range of health services during the previous month, with the highest use reported for outpatient mental health and substance abuse services (Exhibit 3). On average, study participants indicated that 53 percent of their total number of reported medical conditions had been treated. In addition, these chronically homeless adults reported receiving an average of seven out of fourteen specified preventive procedures and discussing three out of four identified health behaviors with a physician in the previous year. Lastly, 29 percent of the total sample reported problems paying for care during the previous three months.
After we controlled for differences in site and sociodemographic characteristics, we found no significant differences in reported health care use between Medicaid enrollees and those with any other form of coverage. However, there were significant differences in reported health care use between those who did not have insurance and those who did (Exhibit 3). The group without insurance reported less use of outpatient medical services and preventive procedures than all of the other groups. In examining the fourteen preventive procedures individually, those without insurance were significantly less likely to have had each procedure, except the hearing screening and colonoscopy.
Chronically homeless adults without health insurance also reported less use of inpatient services than those with Medicaid coverage or state or local assistance (Exhibit 3). And they reported less use of emergency department services than those with Medicaid, as well as less use of outpatient substance abuse services and discussing fewer health behaviors with a physician, compared to those with other health insurance. Moreover, participants without health insurance were more likely to report having trouble paying for their health services than those with coverage. In fact, they were more than three times as likely as Medicaid enrollees to report this problem (63 percent versus 20 percent).
Nearly all of these results remained the same when we did not control for differences in site and sociodemographic characteristics. The exceptions were that people without health insur- ance reported less use of emergency department services than those receiving state or local assistance, and those without health insurance reported less use of outpatient substance abuse services than those with other health insurance.
Discussion
This study provides an opportunity to examine the sociodemographic characteristics, health needs, and health care use of chronically homeless adults who will likely be eligible for the Medicaid expansion under the Affordable Care Act in 2014. The findings contribute to a better understanding of the health needs of chronically homeless adults with disabilities that may help inform planning and implementation efforts for that expansion.
We found that nearly three-quarters of chronically homeless adults with income below the threshold for the Medicaid expansion were not enrolled in Medicaid, including 53 percent who were uninsured or relied solely on state or local assistance. The Medicaid expansion could include coverage for a substantial number of these uninsured or underinsured chronically homeless adults. Importantly, with the expansion, chronically homeless adults who now rely on local or state assistance-the largest group in the study sample-may transition to Medicaid for its more comprehensive health services 7, 21 in states that implement the expansion.
Eligibility for Medicaid does not necessarily result in enrollment in the program, especially for people-like the chronically homeless-who face multiple enrollment barriers. 7 Certainly, it is likely that a number of participants in this study who reported no insurance coverage may already have been eligible for Medicaid but remained unenrolled. Past experience suggests that targeted outreach and direct assistance will likely be required to successfully enroll eligible homeless adults in the Medicaid expansion.
For example, providers serving homeless populations report that many homeless adults are disengaged from and distrustful of public systems and that they face multiple challenges to Medicaid enrollment, including language and literacy barriers and lack of transportation, stable contact information, and documentation. 7 Moreover, service providers note that overcoming these barriers often requires gradual and targeted relationship building to establish trust and rapport, together with one-on-one assistance through every step of the enrollment process.
The participants in this study reported serious physical and mental health conditions, suggesting that chronically homeless adults have a wide variety of health needs that require a broad range of health care services. Chronically homeless adults who received state and local assistance were largely similar to Medicaid enrollees in reported health status and health care use patterns, suggesting that states and localities could potentially experience savings from the Chronically homeless adults who were uninsured reported fewer health problems than Medicaid enrollees, but they still reported a broad range of physical and mental health conditions. Compared to Medicaid enrollees, they reported significantly less use of care, including preventive services, and markedly greater problems in affording care. These findings could reflect better health status among this group, but they may also reflect undiagnosed and untreated conditions, given the participants' limited use of health care services and reported difficulties in affording care.
An important randomized controlled study of Medicaid expansion in Oregon showed that Medicaid coverage increased health care use, including various screening procedures; improved self-reported health; and reduced financial strain. 22 These findings, taken together with the results of our study, suggest that enrolling uninsured chronically homeless adults in Medicaid could improve their access to treatment and preventive services and that these adults will require a broad range of services.
It may be particularly important to provide case management or care coordination services for chronically homeless adults, given their range of health care needs and problems. 6 Moreover, access to preventive and primary care will be one key to identifying conditions in homeless adults early, preventing them from worsening over time, and controlling the adults' health care costs. Basic preventive proceduressuch as measuring blood pressure, cholesterol, and glucose levels-were often found to be lacking in this population.
Conclusion
The Medicaid expansion under the Affordable Care Act will likely increase coverage options and provide broader access to care for many chronically homeless adults who are uninsured or rely solely on state or local assistance programs. Moreover, states that expand Medicaid may experience offsetting cost savings, as chronically homeless adults who previously relied on state and local assistance transition to Medicaid. Conversely, in states that do not expand Medicaid coverage, poor uninsured adults will not gain a new coverage option, and many will likely remain uninsured and continue to face barriers to accessing needed care.
The findings of this study illustrate the broad and varied health care needs of chronically homeless adults. Ensuring access to preventive and mental health services is particularly important for addressing the needs of this population, and the services available to this group should include case management and other Enrolling uninsured chronically homeless adults in Medicaid could improve their access to treatment and preventive services.
